The aim of this study was to identify which pain assessment tools are used in clinical practice. The recognition and assessment of pain is essential to ensure appropriate pain management. There are a number of pain assessment scales and tools available for healthcare professionals to assist patients describe and rate their pain intensity and to help clinicians assess pain, observe behaviours associated with pain and monitor the effectiveness of pain interventions. A short self-administered questionnaire survey of nursing staff was completed by nurses attending a pain management study day at the university and a pain meeting completed the questionnaire. Although no one pain assessment rating scale was used across all the healthcare organisations represented all the nurses indicated that they used one or a number of self-report pain assessment scales in their clinical practice. The Numerical Rating Scales and the Verbal Descriptor Scale were used by the majority of nurses. The use of behavioural pain assessment scales, such as the Abbey pain assessment scale, were used by 42% of the respondents. This small survey indicates that verbal self-report pain assessment scales appear to be embedded into clinical practice, but the use of observational pain assessment tools for people with communication difficulties (including dementia) have not been adopted by the majority of organisations represented. This suggests that there is a need to increase their use in everyday clinical practice. It is important that clinical staff are aware which pain assessment scale is used in their organisation to ensure consistency. Where different pain assessment scales are used for individual patients the scale chosen for an individual patient needs to be documented and communicated to all members of the health care team to ensure consistent use.
Background
The formal assessment of pain is important to initiate and evaluate the effectiveness of pain treatments [1] [2] [3] [4] [5] . Assessment subjectivity is reduced by using an assessment tool [6] . Two types of pain assessment tools are available, 'self-report' and 'observational or behavioural' for people who cannot self-report.
Self-report
Uni-dimensional and multi-dimensional self-report tools are the most reliable measure of pain as long as the person in pain is listened to and believed [7, 8] . According to Hjermstad et al. pain intensity is the most clinically relevant dimension of the pain experience; hence it is the most commonly assessed element of pain using uni-dimensional tools [8] . Pain intensity assessment tools include the Visual Analogue Scale (VAS), Numerical Rating Scale (NRS), Verbal Descriptor Scale (VDS), a Numerical Descriptor Scale (NVDS) and the Wong Baker smiley faces.
VAS, NRS and VDS are valid, reliable and appropriate for clinical use [2] . However when compared the NRS, VDS and NVDS to VAS variations in use were found [9] . Different 'anchor' descriptors were identified, although no pain was generally used at one end of the scale, a variety of phrases, such as worse pain, or worse pain experience, or worst pain imaginable and intolerable pain were used at the other extremity which suggests that comparison between studies is unreliable [9] .
Pain site, intensity, description and effect on function are measured using multi-dimensional tools giving a broader perspective of the pain and how the pain is affecting the sufferer. Multi-dimensional scales include the McGill Pain Questionnaire (MPQ) [10] which is used in palliative care and for the assessment of on-going or chronic pain.
All self-report scales require the ability to: be able to interpret noxious stimuli; understand the question being asked; be able to describe pain; have a memory of painful events; and being able to attribute a score or descriptor to the pain [11] . These require complex cognitive abilities [12] which young children and adults with communication difficulties, impaired conscious level or cognitive impairment may not possess [5] . Self-report is the default position as some people with mild to moderate cognitive impairment can self-report effectively [13] but when self-report is found to be inadequate behavioural pain assessment tools are the next best alternative.
Behavioural pain assessment tools
A number of behavioural pain assessment tools have been devised for people who can't self-report pain i.e. critical care patients and people with dementia. For example the Critical Care Pain Observation Tool [CPOT], was devised using 105 Intensive Care patients. It consists of four items and scores range from 0-8 [14] .
Tools designed to assess pain in people with dementia have tended to use some or all of the six behaviours identified by the American Geriatric Society [AGS], verbalisation, facial expression, body movements, changes in interaction, and changes in activities of living and mental status changes. The Abbey Scale includes six items, producing a score ranging from 0 to 18 [15] . The tool was developed using patients with end stage dementia in 24 Australian Long Term Care Homes. It is recommended for use in the UK by the Royal College of Physicians, British Geriatric Society and British Pain Society [RCP, BGS & BPS] (2007) [16] . The Pain Assessment IN Advanced Dementia (PAINAD) has five items and produces a score out of ten. It was developed with 19 white male patients with advanced dementia in a veteran's hospital in the USA [17] . PAINAD has become popular and adopted in a variety of settings due to its simple scoring system and there are indications that it is clinically usable [18] .
Many behavioural pain assessment tools for use with people with dementia have been developed and tested. Some have demonstrated a potential for detecting pain, but none have shown sufficient practical application to inform clinicians about when to provide treatments [19] . Indeed six reviews of behavioural pain assessment tools for people with dementia have been undertaken since 2005 [18] . The reviews have concluded that more work is required to establish if the use of behavioural pain assessment tools is transferrable across all care settings and whether they specifically detect and measure pain [20] . Successful use of any behavioural pain scale depends on the patient's ability to use the scale followed by careful interpretation by healthcare professionals [2] .
Despite the accepted weaknesses of such tools they are an important first step in pain assessment and it is widely agreed that they should be used [11] ; however there is evidence that they are not used regularly in practice [21] . This paper aims to pilot a questionnaire and explore which pain assessment tools are used in clinical practice by nurses within the North West of England.
The Study
This was a cross-sectional self-report survey pilot study using a short questionnaire adapted specifically for this study. The questionnaire comprised two sections, the first asked about organisational and clinical data and the second section asked the participants to identify which tools they use from a list of commonly used pain assessment tools similar to the one used by Gregory and Haigh [22] . The questions were piloted prior to use and was completed by a total of 132 healthcare professionals during the study [22] .
The sample
A convenience sample was used and involved two groups of nurses: one group attended the university as part of a pain management module and represented acute hospital, primary care and mental health nursing. The second was a group of hospital based nurses attending a regional pain meeting which included members of pain teams and pain link nurses.
Fifty questionnaires were circulated and 37 were returned (74% response rate). The responses represented 32 nurses from 17 hospitals, two community nurses and one working in mental health. A wide range of clinical areas were represented by the hospital nurses (Table 1) .
Two respondents did not indicate where they worked. Three hospitals had five or more representatives, three had two and the remaining eleven hospitals had one representative completing the questionnaire.
Self-report pain scales
Self-report pain scales were used by all the respondents with eleven different scales being used either alone or in a combination ( Figure 1 ).
The NRS (0-10) alone was used by a total of nine respondents and in combination with the faces scale by a further eight. The NVDS was used alone by seven nurses and the VDS alone by a further two. Combinations of VDS and NRS were indicated as well as VDS with NRS and faces. Eight respondents indicated a combination of three or more scales. Five nurses at the pain meeting worked with an Acute Pain Service and two of these nurses indicated that they used up to four selfreport pain assessment scales, one used two scales and one used one scale.
Three of the hospitals had five or more responses. Although there were similar pain assessment tools used consistently at each hospital, within the small sample there is evidence of a variety of pain assessment scales used with each hospital ( 
Behavioural or observational pain assessment tools
Sixteen (42%) respondents indicated that they used a behavioural or observational pain assessment tool. Only two of these were from the University pain module. The community nurses did not use an observational tool.
Four behavioural pain assessment tools were identified, the Abbey, PAINAD (Pain Assessment IN Advanced Dementia), FLACC (Faces, Legs Arms, Crying Consolability) and ICU assessment tool (Table 3) .
Three hospitals use the Abbey pain scale. Nine of the respondents represented two hospitals suggesting its widespread use in those hospitals. The tenth respondent from a third hospital remarked that although she had seen it used it was 'not routinely used' in that hospital. The two nurses that indicated they used the PAINAD did not record which hospital they represented hence it can be deduced that up to five of the sixteen hospitals (31%) represented by the sample use a behavioural or observational pain assessment tool for people with communication problems and or cognitive impairment. Four of the five Acute Pain specialist nurses indicated the use of observational assessments; three used the Abbey and the fourth FLACC.
Discussion
The results of this small survey show that verbally administered self-report pain assessment scales of pain intensity are routinely used in clinical practice by the nurses attending a study day and a pain meeting, suggesting that they have become an integral aspect of nursing care. This is supported by the findings of a project from a hospital within the region that 98% of charts had a score recorded following a quality improvement initiative [23] .
The review by Hjermstad et al. [9] identified a number of selfreport pain assessment scales and found that no one pain assessment scale could be recommended above another. This survey supports that assumption as we found that various tools were in regular use across our sample. The most consistently used scale was the NRS. This scale is: easy to use; valid; reliable; able to measure small changes in pain intensity and has a high compliance [9, 24] . The numerical verbal descriptor scale (NVDS) and the verbal descriptor scale (VDS) were also widely used. They are also valid, easy to use and there is some evidence that suggests they may be preferred by the elderly and less educated people [9] . The Wong Baker faces scale tended to be used alongside other scales. This scale was developed for use in children and has been adopted for use in (but not validated for) people with language and communication problems and patients with cognitive impairment, including dementia [25] . Our survey indicates that when communication is difficult the nurses additionally use this scale to help assess pain.
Nearly half of the sample indicated that they used one self-report pain assessment scale only. This practice is supported by Young et al. who described the need for uniform pain scales to assess pain appropriately. The pain assessment tool needs to be easy to use by the health care professionals and understood by patients' [26] , it needs to be practical and known across the hospital setting [27] because using more than one assessment scale can cause confusion and inconsistencies among staff [28] . Mohan et al. found that different scores were obtained when the VAS and NRS were administered at the same time to the same patient, and also recommended the use of one scale consistently with individual patients [29] . Over 50% of our respondents indicated that they used two or more pain assessment scales although none indicated that they would use more than one scale with an individual patient, however in one hospital where four nurses responded, the VDS was used on the wards, but a NRS was used in surgical theatres. It could be argued that this inconsistency would be very confusing for patients.
There is some indication that some scales are more suitable for older patients and people with communication problems. Aveyard and Schofield [30] advocate adopting a pain assessment scale that is suitable for an individual patient. Lukas et al. supports this suggesting that a toolbox of pain assessment scales should be available for use in individual patients [13] . Our survey indicates that some of the nurses have adopted the use of up to four self-report pain assessment scales. This has implications for practice to ensure that the pain scale chosen for an individual patient is used consistently by all members of the healthcare team.
Three respondents indicated the use of an observational tool in ICU, but they did not specify which tool was used. Pain assessment items observed on critical care tools are similar to the behaviours observed for people with cognitive impairment and dementia. One of our respondents said that they used the FLACC which was devised for use in children under seven following surgery but is often used in ICU or critical care environments even though it has not been validated for use in cognitively impaired elderly patients or tested on adults in critical care [31] .
The results of this survey support the findings of Manias that observational or behavioural pain assessment tools are not routinely used in everyday clinical hospital or community practice. This may be due to an inherent suspicion that the tools may not be measuring pain. The Abbey scale was the most used by respondents to our survey. Three of the sixteen hospitals used the Abbey and up to two used the PAINAD. Eleven (68%) of the hospitals do not use an observational pain assessment tool for people with communication problems, cognitive impairment or dementia. The Royal College of Physicians, British Geriatric Society and British Pain Society recommended the use of the Abbey pain assessment tool for people with cognitive impairment who could not use a self-report pain assessment scale although it was developed and devised for use in long-term care or nursing home settings and there is a lack of studies using the Abbey in acute care settings [32] . When used by a group of staff in one acute hospital setting the Abbey scale was found to be subjective and relied on knowledge of the individual being assessed [33] , so training and an awareness of the individualisation of the tool are essential if it is to be used in this setting.
The results of this survey indicate that there is a need to inform and encourage the use of observational assessment tools to help identify pain in people with communication difficulties in every day clinical practice to ensure that they become embedded in a similar way to the self-report assessment tools. This is relevant with the expected increase in the number of people with dementia admitted to acute hospitals with acute medical problems [34] .
The findings from our pilot study indicate that within a small number of nurses a wide variety of self-report pain assessment tools are used in practice. This suggests that there is a need for further exploration of a larger representative group of nurses from different organisations and settings in the UK to confirm the findings.
Limitations
This is a very small pilot study of nurses attending a study day and meeting about pain management. The sample used was therefore not representative, it is convenient and the respondents may be biased due to their attendance at the two pain study events. The findings of the survey are not intended to be generalised but do provide an example of the variation of scales used in practice. The survey does not address the accuracy or application of the assessment scales and tools used in everyday clinical practice.
Conclusion
This small survey suggests that verbally applied self-report pain assessment scales are available and applied in clinical practice. The NRS was used most commonly, but no one assessment scale is used universally in all the hospitals and clinical areas represented by the sample. There is an indication that many of the nurses consistently use the same assessment scale for all patients, although some nurses' use more than one self-report assessment scale possibly based on the individual patient's ability to use the scale.
There are a number of observational pain assessment tools available to assist clinicians to recognise and assess pain that were not used in clinical practice according to the nurses completing the survey. There is a need to identify which of these assessment tools is appropriate for individual organisations and to increase their use in everyday clinical practice.
Relevance to Clinical Practice
Self-report pain assessment of pain intensity appears to be embedded in everyday clinical practice. This survey suggests that there is no one accepted assessment tool in use across the organisations represented and it is important that nurses are aware which pain assessment scale is used in their organisation to ensure consistency.
When more than one assessment scale is used, the scale chosen should be appropriate for an individual patient and it needs to be documented and communicated to ensure consistency.
Observational pain assessment tools are available for patients with communication difficulties including dementia. There is a need to increase awareness of the importance of assessing pain, to examine which assessment tool is appropriate for use within an organisation and to encourage the use of a tool to help identify pain for this group of vulnerable patients.
